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Mycotic pseudoaneurysms of upper extremities are an infrequent complication of endo- 
carditis. We describe a case of mycotic pseudoaneurysm of the superficial palmar arch in a 
patient who had acute bacterial endocarditis. We discuss operative and pat_hologic 
findings and briefly review the literature on the subject. (J Vasc Surg 1997;26:891-4.) 
Aneurysms of  the superficial palmar arch are un- 
common arterial pathologic findings. They are gen- 
erally related to chronic hypothenar trauma, al- 
though these may occasionally result from an 
infectious process. We report a case of  mycotic 
pseudoaneurysms of  the superficial palmar arch as a 
result o f  an infectious endocardifis. Surgical manage- 
ment, histologic findings, and literature review are 
discussed. 
CASE REPORT 
A 68-year-old healthy nonsmoking woman under- 
went an elective esthetic surgery to remove a callous 
body located on her left foot in early May 1996. Two 
weeks later, the patient was readmitted with a history of  
fever and chills. During the physical examination, a de 
novo mesosystolic-systolic heart murmur along with pe- 
ripheral petechiae were noted. Transesophageal ultra- 
sound revealed amoderate mitral valve insufficiency with 
a 1.4 by 1.2 cm vegetation related to a perforation of the 
anterior leaflet. Blood cultures later confirmed the pres- 
ence of Staphylococcus aureus sepsis, and the diagnosis of 
bacterial endocarditis was advanced. On June 6, 1996, 
the patient underwent a successful mitral valve replace- 
ment (Carbomedic, mitral 27 mm). The postoperative 
follow-up was uneventful until the third week, when the 
patient noticed an edematous, reddish indurated mass, 
approximately 0.8 by 1.5 cm, in the palmar egion of her 
right hand. A few days later, the edema subsided and a 
pulsating bluish mass evolved. No similar mass was 
noted elsewhere on physical examination. A duplex scan 
and surface ultrasound of the right hand showed a fusi- 
form aneurysm located in the right superficial palmar 
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artery. Radial arteries of both hands were absent, sug- 
gesting a congenital abnormality. A digital subtraction 
arteriogram (Fig. 1) confirmed the presence of two small 
saccular aneurysms localized at the junction of the ulnar 
artery and superficial palmar arch. It also confirmed the 
congenital absence of both radial arteries. Considering 
the likelihood of a rupture or thromboembolic compli- 
cations, a surgical correction was carried out. A median 
incision was made from the wrist to the fourth interdigi- 
tal space. The patmaris brevis muscle as well as a portion 
of the palmar aponeurosis were divided to permit expo- 
sure of the aneurysm located proximally on the superfi- 
cial palmar arch. The in situ diameter of the main aneu- 
rysm was 1.5 by 1.2 cm (Fig. 2). The aneurysm was 
excised and kept for histopathologic study. A termino- 
terminal anastomosis of the segments of  the superficial 
palmar arch was done with a running suture using 7-0 
prolene. Patency of the ulnar and superficial palmar arch 
was confirmed by a perioperative Doppler examination. 
After the surgery, the motricity and sensitivity of the 
palmar region and all five digits remained normal, with 
excellent capillary refill. The patient was discharged 7
days after surgery with no ischemic or neurologic se- 
quelae. Four weeks later, she had resumed normal daily 
activities with no postoperative deficit. 
The histologic specimens ,(Fig. 3) showed an orga- 
nized thrombus adherent o 1abe aneurysm wall with a 
completely destroyed intima, and a disrupted internal elas- 
tic lamina and muscularis, confirming the pseudoaneurys- 
real nature of the aneurysms. Gram staining of the mitral 
valve vegetations obtained during the valve replacement 
revealed the presence of S. a','~reus, confirming that the 
origin was bacterial endocarditis. However, histologic 
analysis failed to identify the presence of S. aureus or any 
other bacteria in the pseudoaneurysm. The use of antibiot- 
ics (rifampicin and cloxacillin) before the resection of the 
pseudoaneurysm may have contributed to sterilize the ar- 
terial wall. 
DISCUSSION 
Al though the original pathologic description of  
an embolomy, cotic anem2csm was credited to 
Koch ~ in 1851, the term "mycot ic  aneurysm" was 
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Fig. 1. Hand digital artetiogram with early (A) and late (B) phase exhibiting a double 
aneurysm (arrow) of the palmar arch. Radial artery is atrophic. 
Fig. 2. Intraoperative photograph of the aneurysm before resection. 
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Fig. 3. Histologic findings of the arterial wall of the mycotic aneurysm. Arrow indicates 
disruption of the lamella lamina interua (LLI), the lamella lamina externa (LLE), and the media 
(M). MT, Mural thrombus; A, adventitia; I, intima. 
introduced by Osler 2 in 1885 to define an aneu- 
rysm resulting from septic embolism originating 
from bacterial endocarditis. Today the term "my- 
cotic aneurysm" is used in a broader sense, de- 
scribing all infected aneurysms that result from a 
wide variety of  causes, including penetrating 
wounds, infected anastomotic aneurysms, contigu- 
ous extravascular infections, infected preexisting 
aneurysms, cryptogenic mycotic aneurysms, and 
embolomycotic aneurysms. Embolomycotic aneu- 
rysms develop when septic embolism from cardiac 
vegetation (bacterial endocarditis) lodge in the 
lumen or the vasa vasorum of peripheral arteries.1 
Mycotic aneurysms of  the hand are uncommon. 
Most of  the palmar aneurysms generally result 
from acute or chronic trauma and normally refer to 
"hypothenar syndrome. "3 The latter describes a 
traumatic aneurysmal degeneration of  the ulnar 
artery as a result of repeated compression on the 
hamate bone,. In the case just described, a careful 
medical history excluded a traumatic etiologic 
mechanism. An English literature search con- 
ducted by Brown et al. ~ in the early 1980s revealed 
177 cases of mycotic aneurisms. Among these, 
seven aneurysms (4%) involved the radioulnar arte- 
rial network. S. aureus was the most common 
organism (30%) responsible. Interestingly, al- 
though bacterial endocarditis was the most impor- 
tant cause of  mycotic aneurysms before I965 
(37%), it significantly decreased after 1965 to I0%, 
whereas arterial trauma became the most common 
etiologic mechanism (51%). The increasing inci- 
dence of  drug abuse and the use of endomuscular 
catheters for hemodynamic monitoring had mainly 
contributed to these changes. Aside from the cases 
reported by Brown, other cases of  mycotic aneu- 
rysms involving the ulnar, 5 the radial, 6-s and the 
digital arteries 9 have been reported. It is interest- 
ing to note that Wig et al. 1° reported a case of  
saccular aneurysm of the superficial palmar arch 
that resulted from mitral bacterial endocarditis 
quite similar to the case we just described. Most of 
the bacterial organisms involved were Staphylo- 
coccus and alpha-hemolytic Streptococcus. Al- 
though most of  the authors do not recommend 
vascular reconstruction after aneurysm excision, 
we felt more comfortable performing the proce- 
dure because the residual arch vessels were large in 
diameter (>2 mm), and the radial artery was hypo- 
plastic. Palmar mycotic aneurysms are an unusual 
entity that can be adequately cured with prompt 
recognition and surgical treatment. 
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